he social and economic costs of stroke in minority populations are projected to have an enormous increase over the next decades. 1 In this issue of the American Journal of Hypertension, Lisabeth et al. evaluated the burden of stroke in Mexican-American (MA) and nonHispanic white (NHW) women in the Brain Attack Surveillance in Corpus Christi Project. 2 Although an excess of stroke risk in MAs has previously been reported as part of the same Project, 3 data on sex-specific stroke risk in this ethnic group are scarce. Lisabeth et al. found that MA women with stroke were significantly younger than NHW cases. Stroke severity was comparable between the two groups, but MA women carried a significantly increased risk of total and ischemic stroke between ages of 45 and 74 years, without major differences in the older age group. Among the main stroke risk factors, hypertension and diabetes were significantly more frequent in MA women. For hypertension, figures were significantly higher only in the younger age group (45-59 years). The frequency of diabetes, as well as the association of hypertension and diabetes, in MA female stroke patients was more than twofold that observed in NHW patients. MA women seemed to be more aware of their hypertensive state, and they reported use of antihypertensive drugs more frequently than their white counterparts. This information, however, was available only in a subset of patients, and the study did not report on the frequency of hypertension awareness and treatment by age group, while the evaluation of these figures in younger patients, i.e., those with major differences for both stroke risk and hypertension, would have been of interest. Likewise, no information was available on duration of hypertension and diabetes, frequency of diabetes by age group, and efficacy of blood pressure or glycemic control in the two study populations. As stated by the authors, education was not included in multivariate models, therefore a possible confounding effect could not be assessed.
brain imaging and angiography, thrombolysis in the acute phase, interventions such as carotid surgery and secondary prevention treatments were used less often in female stroke patients. [4] [5] [6] Ethnic differences may reflect genetic, biological, and survival differences, or cohort differences when dealing with exposure to protective or risk factors.
Both sex-and ethnic-specific rates are of relevance for the hypothesis-generation process. Ethnicity and sex may influence social status indicators such as education, occupation, and income, which in turn may influence exposure to and control of risk factors, communication between patients and physicians, as well as compliance in the adoption of preventive treatments such as antihypertensive drugs, antidiabetics, or anticoagulants in patients with atrial fibrillation. The distribution of stroke and hypertension by age groups may reveal a cohort effect. Different lifestyles and different profiles of risk factor exposure and control, together with genetic factors, might explain the higher stroke risk found at younger but not at older ages. Further studies should address the issue of sex-and ethnic-specific differences in access to care, starting from prevention, acute phase treatment and rehabilitation services use, as well as evaluating the final effect on outcome in terms of mortality and residual disability.
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